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A. Elmallah, G. McGreal
Mercy University Hospital, Cork, Ireland
Background: Carotid endarterectomy (CEA) has been used
since described by Carea in 1956 to treat symptomatic
Carotid artery stenosis (CAS) patients with proven efﬁcacy
and safety. CEA for asymptomatic patients remains a
debate.
Objectives: To evaluate the outcome of modiﬁed CEA
technique in both symptomatic and asymptomatic patients
with signiﬁcant carotid stenosis.
Methods: Retrospective study was held at Mercy University
Hospital. Two hundreds and eighty patients were admitted
between 2005 to 2010 for CEA; 132 patients were asymp-
tomatic and 148 patients were symptomatic. Preoperative
patients’ characteristics & indication of surgery were ana-
lysed. Operative details were recorded including selective
shunting & patching with modiﬁed shorter arteriotomy
technique. Immediate, early and late post-operative compli-
cations, ICU and hospital stay and death rates were assessed.
Results: Postoperative transient ischemic attacks (TIA) rate
was 2.5% in all patients. Thirty days postoperative strokes
were recorded only in symptomatic group (2.14%). Total
TIAs and strokes in 30 days postoperative were signiﬁcantly
associated with symptomatic group comparing to asymp-
tomatic one (P ¼ *0.02). ICU and post-operative hospital
stay was longer in symptomatic group. All patients post-
operative blood transfusion rate was 1.78%. It was statis-
tically associated with symptomatic group (P ¼ *0.04).
Other postoperative complications were analysed in both
groups with no statistical difference. Mortality rate was
(1.4%). It was only registered in symptomatic group.
Conclusion: CEA in asymptomatic CAS patient group is safe
& effective. It should be done in high volume centres.
Modiﬁcation of endarterectomy technique with selective
shunting and patching shorten the surgery time without
compromising safety or outcome.
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Objectives: Inferior vena cava (IVC) ﬁlter placement is not
without risk. It has been associated with puncture site
bleeding, venous thrombosis, ﬁlter migration and perfora-
tion. The objective of this study was to assess our experi-
ence with open operative explantation of IVC ﬁlters.
Methods: After IRB approval, patients were identiﬁed from
case logs that had transabdominal IVC ﬁlter removalbetween 1994 and 2013. Patient demographics, thrombo-
embolic risk proﬁle, clinical history, operative indication and
outcomes were recorded for each case.
Results: Eighteen patients (male ¼ 9, mean age ¼ 49.6
years) were identiﬁed. IVC ﬁlters (permanent ¼ 4,
retrievable ¼ 8, unknown ¼ 6) were deployed for a com-
bination of signiﬁcant thromboembolic events (n ¼ 16),
post-trauma (n ¼ 3) or after failure of anticoagulation
therapy (n ¼ 2). Ten patients had retrievable ﬁlters that
were not removed percutaneously due to pericaval ﬁlter
strut perforation. Seven patients subsequently presented
with abdominal/back pain, haematuria or sepsis. Midline
laparotomy was utilized for explantation in eleven patients
during oncological resections. A subcostal incision (n ¼ 5)
was used for planned explantation alone. One patient had
robotic-assisted laparoscopic removal and another had an
open transjugular removal. Caval venotomy was primarily
closed (n ¼ 15) or patched with bovine pericardium (n ¼ 2).
No complications attributed to ﬁlter removal were identi-
ﬁed in the post-operative period. One patient died from
advanced malignancy. The other seventeen patients remain
well (mean follow-up 618 days).
Conclusions: Filter strut caval perforation remains the
most signiﬁcant indication for transabdominal removal while
removal is often considered incidentally during oncological
resection. Although operative explantation still remains
infrequent, our series suggests that it may be performed
safely without signiﬁcant post-operative complications.
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Complex Endovascular Aneurysm Repair allows treatment
of large abdominal aortic aneurysm (AAA), unsuitable for
standard infra-renal repair (EVAR). This series reports the
midterm results of a single tertiary-referral centre covering
Northern Ireland.
Methods: We interrogated our local prospective vascular
registry for patients who had undergone Fenestrated (Fen-
EVAR) or Branched (b-EVAR) repair. Patient records were
retrospectively interrogated for outcomes including mor-
tality, morbidity, target-vessel patency, renal function,
endoleak and re-intervention.
Results: Between 2006e2015, complex endografts were
used in 11 patients. These included 9 Fen-EVAR for treat-
ment of infra-renal AAA and 2 b-EVAR for treatment of
Crawford-Type-2 Thoraco-abdominal aortic aneurysms. 28
target-vessels were stented from 24 Fenestrations and 4
branches. All were custom Cook-Zenith endografts. Mean
age was 72(68-79 years) and mean maximal aneurysmal
diameter of 66mm (55-78mm), all patients were ASA-3. 30-
day mortality was 0. Primary endovascular success was
100%, all target vessels stented and patent. We had 1/11
endoleak (Type-2) managed conservatively, and no Type-1/
e22 Surgical Trainee Poster AbstractsType-3 endoleaks. Renal complications were seen in 3/11
patients, 2 acute kidney injuries resolved spontaneously. 1
patient re-admitted Day-19 with acute renal failure and
bilateral renal artery occlusion, underwent endovascular
recanalization and stenting of the left renal artery, remains
dialysis dependent. 2/11 have died at 21 and 60 months,
both from non-aneurysm related disease. One iliac limb has
been extended for 1b endoleak and sac expansion. 2/11
endoleaks are under surveillance.
Conclusions: Complex Endovascular Aneurysm Repair is
feasible in patients considered unsuitable for standard
endovascular. Mid-term results suggest this procedure is
durable, but long-term follow-up is essential and awaited.
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Introduction: Peripheral arterial disease (PAD) is a common
condition associated with considerable morbidity. Super-
vised exercise therapy (SET) has emerged as an effective
option in the management of this patient cohort. Unfor-
tunately, poor compliance remains prevalent.
Aim: The aim of this study was to assess factors inﬂuencing
symptomatic improvement and SET participation.
Methods: This single-centre retrospective cohort study was
inclusive of all patients with conﬁrmed PAD referred for SET
between October 2010 and December 2013. Patient de-
mographics and compliance data were extracted from
medical records with phone interviews establishing sub-
jective outcomes.
Results: A total of ninety-eight patients were referred for
SET during the study period. The mean age was 69.2
(10.1) with 18% being female. Median follow-up was 25.1
months (IQ range 17.0e31.6). Overall, the mean number of
sessions attended was 19.5. Regarding symptomatic
improvement exercise compliance was associated with a
signiﬁcant improvement in symptoms (p ¼ 0.001). Other
factors including anatomical level of claudication
(P ¼ 0.042) and educational level (p ¼ 0.007) were found to
affect the outcome of SET. Multivariate analysis revealed
hypertension as a predictor of symptomatic outcome after
SET (p ¼ 0.045). Concerning compliance, ex-smokers
(p ¼ 0.021) and those previously diagnosed with hyper-
cholesterolemia (p ¼ 0.020) or ischemic heart disease
(p ¼ 0.029) had superior exercise compliance. Using linear
regression, smoking history (p ¼ 0.024) and quality of
symptoms (p ¼ 0.018) were identiﬁed as predictors of
compliance to SET.
Conclusion: Establishing exercise compliance remains chal-
lenging in the PAD cohort. Pre-exercise patient education
and optimization may result in improvements in function
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Introduction: Failure of endovascular aneurysm repair
(EVAR) may require explant of the stent graft in a subset of
patients.
Methods: Patients undergoing explant of EVAR were iden-
tiﬁed from a prospectively maintained online database, with
additional information obtained through retrospective
analysis of medical records.
Results: Over an 18 year period 1996e2014, there were 496
EVAR procedures performed in our institution for abdom-
inal aortic aneurysm. There were 11 explants, three of these
were referrals from other vascular centres. The average age
was 72 years (range 65e77). The median length of time
from implantation to explant was 33 months (range 0.3e
106). Overall 5/11 cases were elective procedures. In-
dications for elective explant were Type 1 endoleak (n ¼ 1),
type 2 endoleak with increasing sac size (n ¼ 1), type 4
endoleak (n ¼ 1), increasing sac size without evident
endoleak (n ¼ 1) and stent migration not amenable to
endovascular revision (n ¼ 1).
The remaining 6 cases were emergency procedures, with
three patients presenting with rupture post EVAR, and two
patients presenting with acute stent thrombosis. The
remaining patient presented emergently with aorto-enteric
ﬁstula with a known infected EVAR stent. There were no
mortalities in the elective group and two mortalities (33%)
in the emergency group.
Conclusion: Endoleak remains the most common indication
for EVAR explant. Explant of aortic stent grafts in an elective
setting is a safe and effective treatment option.
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Even a Small Change can Still Make a Difference
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Background: Session starting time is one of the key factors
of TPOT and represent a recognized measure of theatre
efﬁciency as late start is associated with list overrunning
and patient cancelation. We aimed to investigate the
vascular list start time in our institution and to implement
interventions in order to minimize delay.
Methods: Data was collected from a prospectively updated
theatre database and medical notes. SPSS 22 was used for
statistical analysis. Initial audit was conducted to determine
delays in starting time. This lead to the proposal and imple-
mentation of “ﬁstula ﬁrst” initiative. Plan-do-study-act (PDSA)
cycle were completed and a re-audit was then carried out.
